Schwannomas are generally benign, slow growing tumors, which can originate from any nerve that has a Schwann cells health. Stomach schwannomas are very rare gastrointestinal mesenchymal tumor which represents only 0,2% of all gastric tumors. The simultaneous occurrence of adenocarcinoma and schwannoma is extremely rare in the stomach. Only two such cases has been previously reported. We present the case of 52-years-old female with asymptomatic schwannoma and simultaneous carcinoma of the stomach.
Introduction
Schwannomas, also known as neurillemmomas are benign neurogenic tumors, originating from Schwann cells, which normally wrap around the axons of the peripheral nerves. These tumors are usually benign, slow-growing and asymptomatic [1] . Gastric schwannomas occur more frequently in the fifth to sixth decade of life and are more common in female patients [10] . Theoretically, schwannomas can develop anywhere along the peripheral course of a nerve. However, they most commonly occur in the head and neck, but rarely in the gastrointestinal tract [12] . Schwannomas represent 6.3% of gastric mesenchymal tumours and only 0.2% of all gastric tumors. They are usually located in the middle third of the stomach along the lesser curvature [1, 12] .
Objective: to present unusual and rare clinical case of synchronous development of schwannoma and primary adenocarcinoma in the stomach. Surveillance abdominal contrast enhanced computed tomography scan showed a well-defined, homogenous, round mass in the fundus of the stomach, enlargement of lymph nodes: para-aortic and located along the gastric lesser curvature -the largest one being 1,5 cm in size (Fig.1) .
Case report
Endoscopy demonstrated a 0,8 cm ulcer in the gastric antrum. The endoscopic biopsy specimen taken from the gastric ulcerating lesion was diagnosed to be adenocarcinoma. But no submucosal mass and no ulcerated mucosa was found in the fundus.
After presenting the case at our multidisciplinary meeting, a consensus was reached to proceed with diagnostic laparoscopy and lymph node biopsy. Having dissemination of adenocarcinoma to the lymph nodes detected, further preoperative neoadjuvant chemotherapy would have been opted, whereas non-metastatic disease would have been treated by gastrectomy. Intraoperatively, three centimeter exophytic mass was identified along the greater curvature in the gastric fundus (Fig.2) . Enlarged lymph nodes were excised along the common hepatic artery laparoscopically. Intraoperative pathologic examination of lymph nodes revealed no evidence of metastatic disease. Operation was converted to a laparotomy: subtotal gastrectomy with Billroth II anastomosis, D2 lymphadenectomy with total omentectomy and resection of the mass in the fundus of the stomach were performed. Intraoperative pathologic examination of the fundic mass showed a benign formation representing a mesenchymal tumour. Final histopathology confirmed the presence of moderately differentiated (G2) adenocarcinoma of the gastric antrum (pT1B pN0) intestinal type by Lauren classification (Fig.3) . The resected neoplastic mass in the fundus was polypoid, partially encapsulated and measured 2,5 x 2,3 cm. It was composed of spindle cells with compact Antoni A areas. No mitotic figures or significant cellular atypia was present. The tumour cells were diffusely and strongly immunoreactive for 76 S-100 protein and weakly positive for alpha smooth muscle actin. Focal CD34 staining was seen. Neoplastic cells lacked immunoreactivity for CD117, desmin, calretinin and epithelial membrane antigen (EMA). Proliferation index Ki-67 was low (5 %). The histologic features were consistent with schwannoma (Fig.4) . Three years after the surgery patient feels good and is free of disease.
Discussion
Gastric adenocarcinomas account for approximately 95% of all malignant gastric tumors. It is the most common form of stomach cancer. Most synchronous tumours are combination of either adenocarcinoma and low grade B-cell lymphoma or adenocarcinoma and carcinoid [7] . Synchronous occurrence of gastric adenocarcinoma and gastric mesenchymal tumour is very rare: only 14 cases of synchronous gastric adenocarcinoma and GIST have been reported [5, 8, 9] .
The synchronous occurrence of an adenocarcinoma and schwannoma in the stomach is extremely rare with only two cases have been reported previously. The first publication reported a case of schwannoma and adenocarcinoma presenting as two separate masses [5] ,while the second one presented collision of these tumors [6] . Schwannomas, also known as neurillemmomas are benign neurogenic tumors, originating from Schwann cells, which normally wrap around the axons of the peripheral nerves. These tumors are usually benign, slow-growing and asymptomatic [1] . Gastric schwannomas occur more frequently in the fifth to sixth decade of life and are more common in female patients [10] . Theoretically, schwannomas can develop anywhere along the peripheral course of a nerve. However, they most commonly occur in the head and neck, but rarely in the gastrointestinal tract [12] . Schwannomas represent 6.3% of gastric mesenchymal tumours and only 0.2% of all gastric tumors. They are usually located in the middle third of the stomach along the lesser curvature [1, 12] .
Schwannomas generally present asymptomatically, however, in some cases they can cause abdominal discomfort, pain or digestive symptoms. A palpable mass may also be present if the tumour is large and exophytic. In cases with deep ulceration, bleeding may also be present [10] .
Diagnosis is often delayed because symptoms may not occur in the early stages of the disease. The differential diagnosis of a submucosal gastric mass is broad and includes GIST, leiomyoma, leiomyosarcoma, and schwannoma, among others [12] .
Endoscopic examination can offer a good visualization to the lesion for the diagnosis and surgery. The typical endoscopic appearance of gastric schwannoma is a round protruding mass with an overlying ulcerated mucosa. False negative results of the endoscopic biopsy could be encountered due to normal mucosa overlying the submucosal lesion [17] . Endoscopic ultrasound guided fine -needle aspiration biopsy is currently considered the standard method for samples of submucosal tumors of stomach [19 ] . Imaging modalities such as computed tomography (CT), ultrasound, and magnetic resonance imaging (MRI) can provide limited but useful information. Schwannomas often appear uniform on CT, feature, that can help distinguish them from leiomyomas and leiomyosarcomas; ultrasound with a sufficient resolution can determine the tumors' layers of origin, and MRI can map the precise location of the tumor and displacement of surrounding organs [11, 13, 14, 15] . In the largest published study of 14 consecutive cases of gastric schwannomas a preoperative diagnosis of schwannoma was not obtained in the majority of cases (13/14, 93%) [20] .
Microscopically schwannomas consist of spindle cells. Two main patterns of cellular organization are seen: compact areas, where cells are arranged in streams and areas of palisading (Antoni A) and loosely arranged cells, often with areas of vacuolation and occasionally lipidisation (Antoni B). Verrocay bodies are seen in a proportion of tumours in Antoni A regions. Secondary and degenerative changes are common in schwannomas [1] .
The immunohistochemical features of schwannomas are very important for the differential diagnosis between the various types of submucosal tumors, such as GISTs, leiomyomas and others. Immunohistochemistry shows no epithelial antigens expressed by tumor cells, which have the phenotype of Schwann cells [17] . Digestive tract schwannomas are S100 protein and vimentin positive, never express the CD 117 antigen and are usually negative for CD 34, in contrast to GISTs [16] . Schwannomas are also negative for smooth muscle actin (SMA), in contrast to leiomyomas [17] . GANTs on the other hand, are usually negative for S-100 protein and glial fibrillary acidic protein (GFAP) and most are positive for CD 117 and CD 34 [16] . Schwannomas of the gastrointestinal tract are GFAP positive in contrast to peripheral schwannomas [1] .
Due to the difficulty of establishing a definite preoperative diagnosis, but also in order to prevent possible complications such as bleeding or pyloric stenosis, surgical resection should be considered the treatment of choice in patients with gastric schwannoma. The size and location of the tumor, as well as its relation to the surrounding organs are important factors in determining the type of operation. Local endoscopic extirpations, wedge resection, partial, subtotal or even total gastrectomy, are all acceptable operations [17] . Laparoscopic techniques can also be applied [18] . Schwannomas do not recur when completely excised [17] .
The simultaneous finding of epithelial and stromal gastric tumors raises the question of whether or not such an occurrence is a simple incidental association or the two lesions are connected by a causal relationship. The formation of two histologically different tumors could easily be coincidental; nevertheless there are hypotheses that a single carcinogenic agent under certain circumstances could be responsible for such dichotomous neoplastic formations in the neighboring tissues [8] . In addition, genetic predisposition underlining these tumors should not be discharged as a cause in those cases where familial disease is present. However, recent study of gastric adenocarcinoma patients who had simultaneous GIST, showed no obvious genetic relationship between gastric cancer and GIST tumorigenesis [2] .
Conclusions
More work is required to clarify the mechanisms, underlying the pathogenesis of synchronous gastric epithelial and mesenchymal tumours. We presented an example of two independent gastric tumours in a unique combination, namely, synchronous gastric adenocarcinoma and schwannoma.
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